Pancreatic fistula after pancreaticoduodenectomy (PD) is a dreaded complication not easily accepted by the operative surgeons to be iatrogenic in nature. How then measures to prevent postoperative pancreatic fistula (POPF) are in equal measure effective or ineffective be it use of octreotide, pancreaticogastrostomy (PG), or different avatars of pancreaticojejunostomy (PJ), and use of pancreatic duct stents [1] . Vilification of texture of the pancreas in to soft or firm/hard in nature as the cause of POPF is the lament of many pancreatic surgeons.
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Postoperative morbidity of PD is mainly due to POPF, and it overshadows other important morbidities and general complications that may occur in up to 17.5 % of the patients [2] . POPF is also thought to be the culprit behind most post pancreatectomy hemorrhages and delayed gastric emptying.
The PJ versus PG debate continues to be inconclusive of the superiority of one over the other confirming that anastomotic skill of the surgeon is the most important factor [3] ; a failure here makes the procedure failure qualify for an iatrogenic tag, thus performing pancreatic anastomosis becomes a challenge. To this endeavor of pancreatic anastomosis, neither octreotide nor pancreatic duct stents or drainage is effective. Therefore, the cause of POPF zeros down to the anastomotic skills; a failure of which is iatrogenic.
The size of the pancreatic duct, small caliber or over 3 mm is important for the ease of operation, i.e., the pancreatic anastomosis. The texture of the pancreas soft or firm/hard is also an important factor in the procedure of pancreatic-gut anastomosis as it dictates sutureholding quality of the pancreas indirectly passing of the surgical skill deficiency to duct size or the texture of the pancreas.
PD is a time-consuming operation with the surgeon involved in resection of the pancreatic head-already an attention-, emotion-, and skill-consuming procedure-with an important skillful task still pending (after resection) of restoration of the pancreatic-gut continuity. It is at this end of PD operative procedure that a dedicated multicenter study is required to examine if surgical fatigue is in anyway influencing the occurrence of POPF. If so, it will be iatrogenic in true sense of the term. There is already an indication of this as with the increasing experience of the pancreatic surgeon the incidence of POPF declines and hence the emphasis on high-volume hospitals and high-volume surgeons for carrying out these complex procedures [4] .
